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SINCE THE FIRST SURGEON
General’s Report on Smoking
was issued in 1964, smoking
rates have declined markedly in
the United States. The reduction
in prevalence suggests healthy
progress. But as practitioners
track the groups with higher
smoking rates, disparities in to-
bacco use are revealed. In 1964,
the cross-section of tobacco users
was diverse—broadly distributed
by education and socioeconomic
status, and in fact the well-off lit
up more than those who earned
less. In the past 40 years, the
smoker’s profile has reversed,
and now smoking is concentrated
in middle- and lower-income
populations.

Tobacco remains the leading
preventable cause of death in the
United States, with an annual
death toll of more than 400000—
all, in theory, preventable. The
poor, the less educated, and the
disenfranchised smoke more than

their better-off counterparts. Con-
sequently, they suffer a dispropor-
tionate burden of tobacco-related
illness and death. They are also
the most exploited victims of
predatory marketing practices that
capitalize on their lack of educa-
tion and other vulnerabilities. 

When access to certain basic
rights, such as good health, edu-
cation, and fair and equal treat-
ment, has been distributed un-
evenly or denied to certain
groups, the problem becomes an
issue of social justice. While so-
cial justice is a broad, encompass-
ing construct, it is one that may
be used to invoke legal rights in
corporate accountability efforts,
achieve the equal opportunities
that lead to economic justice, or
champion health care access.

Tobacco use and its related
problems transcend the health
arena. Examining how it is
bound up in corporate accounta-
bility, economic systems, and

public health advocacy con-
tributes to the case for under-
standing tobacco as a social jus-
tice issue. The construct of social
justice can help counteract dis-
parities in current tobacco con-
trol measures as well. Along the
way, public health practitioners
may find themselves moving be-
yond the better health business
into the realm of social justice.

CORPORATE
ACCOUNTABILITY

Among the goals of pursuing
justice are holding responsible
those who have done wrong and,
if necessary, forcing them to
change their behavior. Tobacco
companies have succeeded in ad-
dicting those who have the least
information about the health
risks of smoking, the fewest re-
sources, the fewest social sup-
ports, and the least access to ces-
sation services.1 Internal
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company documents, made pub-
lic by suits against tobacco com-
panies, suggest that this was a
planned corporate strategy.2 One
such document, entitled “Less
Educated . . . Today’s Trend . . .
Tomorrow’s Market?,” highlights
the importance of young adults
with lower education levels to fu-
ture profits.3

In 1998, 46 state attorneys
general signed a landmark set-
tlement agreement with the to-
bacco industry called the Master
Settlement Agreement (MSA).
The MSA compensated states
for costs incurred in providing
treatment to those who suffered
smoking-related illnesses. It pro-
vided funding for potential use
in tobacco control to prevent
young people from starting to
smoke and to help current
smokers quit. 

Although the MSA prohibited
tobacco companies from market-
ing to youths and ordered an end
to paid product placement in
films and TV, billboard ads, and
sports arena and cartoon adver-
tising to sell cigarettes, marketing
expenditures by the tobacco in-
dustry have risen from about $6
billion per year when the MSA
was signed in 1998 to $11.2 bil-
lion in 2001,4 the most recent
year for which the Federal Trade
Commission has released market-
ing data. Since the MSA, tobacco
companies’ aggressive target
marketing has included increased
advertising in popular youth
magazines and campaigns di-
rected at the Hispanic, Asian,
and lesbian, gay, bisexual, and
transgender communities, which
may not yet be fully aware of to-
bacco’s serious health risk. 

According to a series of case
studies of US states, 50% or
more of elected state representa-
tives take tobacco industry dona-
tions.5 At the federal level, the 4

largest cigarette manufacturers
spent over $138000 on lobby-
ing each day that Congress met
in 2002.6 Among federal elected
officials, half have accepted to-
bacco donations,7 suggesting that
decisions on key policy issues
may be influenced by industry
interests, not the health and wel-
fare of the nation.

Bringing disparities to public
attention so they can be ad-
dressed is key to promoting so-
cial justice. The tobacco industry
has pursued efforts to silence ef-
fective social marketing cam-
paigns—including those financed
by the American Legacy Founda-
tion, an organization that was it-
self created by the MSA—to edu-
cate Americans about the social
costs, addictiveness, and health
consequences of tobacco. The
award-winning “truth” campaign
is currently in litigation with Lo-
rillard Tobacco, a company that
asserts that the campaign “vili-
fies” the tobacco industry. The
company is seeking the return of
all funds provided by the states
to the American Legacy Founda-
tion, a public charity. California’s
state public education campaign,
which is associated with a reduc-
tion in heart disease deaths,8 is
similarly under assault by the to-
bacco industry. RJ Reynolds and
Lorillard are suing to silence its
life-saving message. 

Unlike other consumer prod-
ucts, tobacco is subject to little
regulation by the US Food and
Drug Administration (FDA). Con-
gressional measures to regulate
the manufacture, marketing, and
sale of tobacco products are cur-
rently being considered, and to-
bacco giant Philip Morris has
voiced support for a type of FDA
regulation that would allow mar-
keting of “reduced harm” prod-
ucts. Smokers are given little in-
formation about the contents of

their cigarettes, and terms like
“light” and “low tar” mislead the
public. An Institute of Medicine
committee concluded in 2001
that claims for reduced-harm
brands can only be made when
endpoint (i.e., lower death rate)
evidence exists, combined with
evidence that smokers do not
forgo quitting because of the
availability of “reduced harm”
products.9 A National Cancer In-
stitute report issued in 2001 con-
cluded that “light” cigarettes con-
fer no reduced risk and, indeed,
lead smokers to switch brands in
lieu of quitting.10

ECONOMIC JUSTICE 

Defining tobacco as a justice
issue can be contentious because
many people still believe that to-
bacco use is solely an individual

behavior choice and tobacco ill-
ness a lifestyle disease. Moreover,
the shifting demographics of to-
bacco use have led many individ-
uals to incorrectly assume that
the tobacco epidemic is under
control because their own social
networks include few smokers.
Tobacco marketers’ public rela-
tions strategies have long sought,
falsely, to frame the issue of to-
bacco use as one of “freedom of
choice” and “smokers’ rights” to
downplay the nicotine-depend-
ency argument.

Yet in 2000, Americans living
below the poverty line smoked at
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smoke, compared with nearly
38% of Americans who did not
complete high school.15

Although tobacco use is still
portrayed as alluring in movies
and in tobacco advertising, real-
life tobacco use is more often
linked with low material wealth
than a glamorous lifestyle. Those
in low-wage jobs smoke more:
over one third of cooks and truck
drivers and more than 40% of
construction workers, waiters,
and waitresses smoke.16

With billions of MSA dollars,
the states have a historic opportu-
nity to launch proven programs

African American Youths
Mary Tierney, Howard University, Washington, DC: African

American adolescents that we interviewed in DC didn’t con-
sider themselves smokers if they only smoked on the week-
end, mixed smoking with marijuana or other drug use, or if
they rolled their own cigarettes.

Plan: We’ve implemented a curriculum for pediatric resi-
dents at Howard University Medical Center with popula-
tion-based smoking avoidance and cessation techniques
and one-on-one training specifically for working with ado-
lescents.

Asian American/Pacific Islander Youths
Grace Ma, Temple University, Philadelphia, Pa: In Philadel-

phia, a group of Southeast Asian adolescents born in the
US said that their parents’ smoking habit, particularly their
fathers’, influenced them to pick up cigarettes. Smoking is
often socially acceptable in their culture—
Chinese youths born overseas start before they immigrate
with their families to the United States.

Plan: Our Center for Asian Health at Temple University
developed and implemented the culturally tailored Asian
Youth-PASS (preventing Asian youths from smoking and

secondhand smoke) program as well as youth smoking
cessation courses. We also field-tested the effectiveness
of the programs.

Gay, Lesbian, Bisexual, and Transgender 
(LGBT) Youths

Judy Bradford, Fenway Institute, Boston, Mass: Like al-
most all other smokers, LGBT youths start smoking at or
before the teenage years—a time during which they may
search for acceptance or struggle with isolation. Some find
a link to supportive peers at bars, but role models found
there are frequently smokers.

Plan: Although HIV/AIDS dominates the public discus-
sion about LGBT health, smoking is an even more serious
concern. There is a troubling disconnect between mythol-
ogy and truth about what causes and supports tobacco
use among sexual minority communities, and we hope to
narrow this gap by developing and testing new ap-
proaches, grounded in real-life knowledge and practice. At
Fenway, we’re recruiting groups of friends or social net-
works to join cessation programs—they informally try to
quit together, we’re trying to formalize it. 

A Call to Action: Summaries of Conversations 
With American Legacy Foundation Grantees

pendence, weight control, and so-
phistication. Women-specific
brands such as Virginia Slims fea-
ture slogans such as “You’ve
come a long way, baby” and
“Find your voice.” 

Education is another key indi-
cator of tobacco dependency.
Girls and women who did not
graduate from high school are
nearly 15 times more likely to
smoke during pregnancy than
women with 4 years of college
education,14 thus affecting the
health of another generation.
Thirteen percent of those with an
undergraduate college degree

rates of about 32% compared
with 23% of those at or above
the poverty level,11 and the poor
are not only more likely to
smoke, they are less likely to
quit.12 A study done by the
World Bank concluded that to-
bacco could be responsible for
more than half the difference in
adult male mortality between
those of highest and lowest socio-
economic status.13 This statistic
does not include women, who
have historically smoked at lower
rates but are rapidly catching up
worldwide owing to target mar-
keting featuring themes of inde-
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ing, tobacco companies have in-
creasingly paid retailers to display
posters and such items as promo-
tional racks and clocks with their
brand names. They have also in-
vested in value-added deals such
as “Buy one get one free” or
“Buy three, get a free T-shirt.”
Such strategies may provide a dis-
proportionate incentive for retail
shops in disenfranchised commu-
nities to post tobacco advertising,
and two-for-one deals take ad-
vantage of the price sensitivity of
the poor, making cigarettes easier
to buy and habits cheaper to
maintain. 

to prevent and reduce smoking.
Although states have developed
successful public service cam-
paigns, many are using their MSA
money to address budget crises,
thus letting this crucial opportu-
nity slip away. Over the past 5
years, states have received $39.4
billion in tobacco settlement rev-
enue but have devoted only 5%
of it to tobacco use prevention17

such as educational, treatment, or
enforcement efforts.

State tax increases on tobacco
products are increasingly popular
and are proven to drive down
consumption.18,19 Even though

cost may be an incentive to quit,
tobacco addiction can be
stronger than a rational financial
decision. In order to prevent
higher taxes on cigarettes from
taking a bigger bite out of poor
smokers’ wallets, states that raise
taxes have a moral obligation to
expand cessation programs and
help their citizens pay for cessa-
tion products and services.

Economic justice can rarely be
achieved without corporate ac-
countability through appropriate
regulation. The Federal Trade
Commission reports that since the
MSA’s ban on billboard advertis-

Latinos/Hispanics
Cesar Gaxiola, Maui Economic Opportunity, Maui, Hawaii:

The Latino/Hispanic population on Maui has grown enor-
mously in the past 13 years, but they remain a hidden com-
munity that doesn’t necessarily see tobacco as a health
issue. They’re preoccupied with other priorities such as pay-
ing debts, immigration, and family.

Plan: We’re adapting and implementing a curriculum
called Promotores/Promotoras that trains Hispanic commu-
nity leaders as tobacco educators; they’ll present tobacco
information to residents in the neighborhoods they repre-
sent. This way, the tobacco issue can be raised on the His-
panic social agenda through direct participation of the His-
panic community.

Low Socioeconomic Status Adults
Stephen Rose, University of New England, Portland, Me:

Our population is made up of people with mental illness di-
agnoses, very low income, and marginal connection to med-
ical care providers. Most smoke heavily and have been
doing so for more than 15 years, despite their average
ages of 37 (men) and 32 (women).

Plan: A group of smokers from York County, Me, was hired
to design an intervention for themselves that would con-

tribute to their smoking reduction or cessation. Their re-
sponse was a co-led support group that was also a source
of mutual aid in dealing with obtaining medical care, finan-
cial problems, and other issues central to their lives.

American Indian and Alaska Native Youths
Kimberly Horn, West Virginia University, Morgantown,

WVa: American Indian youths have among the highest
smoking rates of any US racial/ethnic group. In spite of re-
siding in the heart of tobacco country and, in many cases,
having been sustained by the economy of tobacco farming
for centuries, concerned American Indians from several
tribes in North Carolina emphasized the need to stop to-
bacco addiction.

Plan: Tribal leaders, the North Carolina Commission of In-
dian Affairs, 2 universities, parents, teachers, and clergy
are adapting the successful adult Not On Tobacco (N-O-T)
program for American Indian youths to ensure that it is ef-
fective, accessible, and flexible enough to meet the needs
of youths across race, ethnicity, class, and gender lines. A
pilot study of the adapted N-O-T program for American In-
dian youths is under way.
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Public and private health care
systems can play a larger role in
assisting smokers’ quit attempts.
There are evidence-based treat-
ments that can dramatically in-
crease the likelihood of long-term
cessation,23 and they include the
intensive treatments that low-in-
come smokers often require. At
present, the US health care sys-
tem is not equipped to deliver
these interventions consistently
and efficiently. However, the US
Interagency Committee on Smok-
ing and Health’s Subcommittee
on Cessation made recommenda-
tions to the surgeon general and
the secretary of the US Depart-
ment of Health and Human Ser-
vices on how best to promote to-
bacco use cessation.24

Providers must be trained to
deliver prevention and cessation
interventions as a fundamental
part of their medical practice.
Only 21% of physicians surveyed
felt they received adequate train-
ing to help their patients stop
smoking.25 Perhaps more impor-
tantly, few receive culturally ap-
propriate prevention training,26 a
clear problem given the ethnic

makeup of the poor in the
United States.

For example, residents of the
New York City neighborhood of
Harlem have strikingly high smok-
ing rates (48% among men, 41%
among women), and their mortal-
ity rates are among the highest in
the United States.27 The multiple
stressors and risk factors that
make vulnerable populations
more likely to smoke require com-
munity-based efforts. Campaigns
targeted at such groups can be
successful—and in some instances
are more cost-effective than gen-
eral antismoking campaigns.28

Grassroots public health efforts
often take advantage of creative
strategies to expose the truth
about tobacco’s harmful effects,
such as countermarketing cam-
paigns to educate the populations
that the industry targets. Similar
innovative programs will help
groups at higher risk—youths, mi-
norities, and the disenfran-
chised—with tailored, community-
based programs to give them a
fighting chance to reject tobacco. 

States pay more than 17% of
smoking-related health expenses
through Medicaid programs. In-
vesting in prevention, therefore,
can result in long-term savings to
states.29 Medicaid coverage to

make smoking cessation afford-
able and accessible for the poor
is crucial. Currently, 14 states
offer no coverage at all.30 Com-
prehensive prevention and treat-
ment plans will also save
providers money in the long run.
A study of health maintenance
organization (HMO) expenses
found former smokers’ health
care costs higher in their first
year of quitting, but they are
equivalent to those of continuing
smokers in the second year, after
which costs continue to drop.31

Health advocates and political
leaders in some international com-
munities have framed tobacco as a
social justice issue, a perspective
that is crucial as developing coun-
tries implement legislation to
counter the tobacco industry’s
growing global influence. Sup-
ported by a diverse coalition of
public health, environmental, and
human rights groups, the World
Health Organization’s Framework
Convention on Tobacco Control
was adopted in May 2003. It is a
worldwide success for tobacco
control advocates. 

Passing clean-air laws to create
tobacco-free workspaces and
public places helps denormalize
smoking and remove smoking
cues. Such measures lower popu-
lation-based smoking rates both
by reducing social acceptability
and by increasing quit attempts.20

While over half of all white-
collar workers are covered by
smoke-free policies in their work-
places, only about one third of
service workers and little more
than a quarter of blue-collar
workers have any regulations on
the use of tobacco in their work
environment.21 Smoke-free work-
places are good for workers’
health and do not reduce restau-
rant revenues.22 Here, too, the to-
bacco industry has sought to
frame smoking in the workplace
as a workers’ rights issue.

PUBLIC HEALTH
ADVOCACY

Public health advocacy per-
haps fits into the social justice
construct on the most obvious
level—promoting health and
well-being. 

“
”
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However, most tobacco con-
trol news is sobering. The World
Health Organization has sug-
gested that tobacco-related mor-
bidity will be the leading cause
of preventable death for adults
worldwide by 2030. Over 10
million US residents have died of
tobacco-related illness since the
1964 Surgeon General’s Report. 

Achieving social justice in the
arena of tobacco control will be a
mammoth task. Today, 2000
young people in the United States
will be offered their initial ciga-
rette. A teenager in Beijing, a shift
worker in Poland, or an elemen-
tary school student in Finland will
light up for the first time. The
concerted efforts of community
activists and health care providers
are capable of improving on pre-
vention and cessation programs to
reach these individuals. If tobacco
industry advertising and market-
ing are met by providers, insurers,
policymakers, litigators, and the
complex web of actors responsi-
ble for educating and caring for
the public on a mass scale, these
players will be able to implement
programs and policies already
known to be effective. 
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